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This article describes the Role Activity Peljormance Scale (RAPS) and presents data from a study of its reliability and validity The RAPS evaluates an indi vidual 'sfunctionallevel, using 12 (American Psychiatric Association, 1980) , are included in the new Social Security Administration standards for de termining disability and mental impairment (Gold man & Runck, 1985) , and are now an important focus of attention in the treatment of a range of psychiatric disorders (Weissman, Sholomskas, & John 1981) . At the same time, increased awareness of the value of controlled clinical research, advances in research methodology, and consumer and third-party demands for cost-effective treatment have resulted in further investigation of the impact and value of the many treatment approaches available. Such studies require appropriate assessment instruments.
The Role Activity Performance Scale (RAPS) was developed to measure role functioning. It can be used to gather historical data relevant to diagnosis and treatment planning or as a research tool in treatment outcome studies. This report describes the RAPS and a preliminary study of its reliability and validity.
Background
The need for outcome research in all areas of mental health practice bas increased notably since the 1960s, when accelerated use of psychotropic drugs, deinsti tutionalization, and brief hospitalization altered the style, content, locus, and time frame of psychiatric treatment. Schizophrenia and the major affective dis orders are of particular concern because of their chronic nature, the variability of functional impair ment, and the emotional and economic impact on the patient, family, and society.
Most occupational therapists tend to be program pragmatists, but at a time when proof of efficacy is used as a yardstick for reimbursement, we can no longer depend on the good intentions of our program (Fine, 1980) The functional focus of occupational therapy and the profession's acknowledged need for formal research require instruments that specifically measure patients' past and current levels of perform ance (Gillette, 1982) . Although scholars have identi fied critical variables that demand attention (Fine, 1980; Hemphill, 1982; Kaplan, 1984) , much work remains to be done. For example, the prevailing focus on work and play evaluations requires a broader ap proach to a fuller range of life roles. Moreover, most systems for taking occupational therapy histories structure or gUide the interview process but do not proVide a means of classifying or rating the functional variables or role skills being assessed. Furthermore, lack of standardization has impeded outcome research.
Several occupational therapy evaluations are currently undergoing standardization These include the Bloomer and Williams Bay Area Functional Performance Evaluation (BAFPE), which measures patients' current goal-directed and interpersonal behavior (Hemphill, 1982); Kaplan's (1984) occupational case analysis interview and rating scale, which is based on the occupational behavior model and measures current behavior With a brief evaluation of internalized roles; and Oakley's (1982) Role Checklist, which measures past, present, and future participation in 10 roles as well as the values of these roles to the patient. Allen's (1985) evaluation and descriptions of cognitive levels and disabilities have been measured and operationally defined Kielhofner and Henry (personal communication, with Henry, Spring 1986) are developing an assessment instrument called the Occupational Performance History Interview These efforts represent important strides in the quantitative analysis of functional capacities.
Psychiatry's need for assessment of treatment outcomes has led to the development of several instruments evaluating social role functioning, although this work is only in its early stages of development (Liberman, 1982) . Psychiatric investigators require a broad set of outcome measures (G lick & Hargreaves, 1979) , which should address the quality as well as quantity of social and occupational performance (Carpenter, Heinricks, & Hanlon, 1981) Several instruments evaluate social role performance over periods ranging from a week to 2 months prior to assessment: the Social Adjustment Scale (SAS) (Weissman, 1975; Weissman et ai, 1981) , SAS-SelfReport (SAS-SR) (Weissman & Bothwell, 1976) , Psychiatric Evaluation Form (Endicott & Spitzer, 1972) , and Katz Adjustment Scales (KAS) (Katz & Lyerly, 1963) . The SAS and SAS-SR represent a particularly significant contribution They evaluate instrumental and affective performance in depressed subjeCts over a 2-month period through self-report and through use of global norms. Schooler and Hogarty's development of the SAS-II for schizophrenic patients enhanced the scale by including questions regarding living arrangements and daily living skills (Weissman et ai, 1981) In developing the RAPS, the authors considered the characteristics that Weissman (1975) identified as being essential for social adjustment assessment instruments.
Thus, scale anchor points are discretely and operationally defined, mutually distinguishable, and not dependent on global judgments alone, and an interview with the patient rather than a self-report questionnaire is used in order to generate more complete information. In addition, because there are patients who demonstrate wide variations in functioning (e.g., manic depressives and patients experiencing recurrent acute psychotic episodes), the RAPS has an 18-month time span, thereby providing an opportunity to identify strengths as well as deficits and to pinpoint stressors and compliance factors that are important for treatment and discharge planning.
The Role Activity Performance Scale
The RAPS was originally developed for use in a stucly of inpatient family intervention for schizophrenics and patients with major affective disorders at the Payne Whitney Psychiatric Clinic of the New York Hospital-Cornell Medical Center (Glick et aI, 1985 The interview questions first elicit background information about the place of the particular role in the patient's life and his or her long-term role functioning history. The questions then inquire about the role environment and responsibilities during the time periocl under study, difficulties in functioning and changes in level of functioning during this period, how the patient copes with and adapts to difficulties, and the patient'S and other people's assessment of how he or she performed in the role (see Table 1 ) Data are gathered from several sources: the patient, significant others, the medical record, and other members of the treatment team_ The range of sources is of particular importance for inpatients, because they usually have difficulty reporting accurately on all areas of social and role functioning during the early stages of hospitalization. A semistructured interview is the primary source of information. Interviewers are reqUired to make scoring decisions based on what they consider to be the most accurate information from all sources.
An experienced interviewer assessing an 18-month time frame should normally need no more than 1 to 1 Vz hours for interviewing, collecting data, and scoring. For each area there is a rating scale that ranges from 1 to 6, and an operational definition is provided for each pOint on each scale (see Table 2 ) When functioning falls between two points on the scale, a plus or minus can be appended to the rating. The rater identifies changes in level of functioning by
The American Journal of Occupational Thempy The following questions relate to the specific type of work you were responsible for and participated in during the study period.
1 List job titles SECTION C The following questions relate to changes, stresses, or difficulties with work.
6. In what way are certain work responsibilities difficult for you'
Describe the task and explain all physical, emotional, and interpersonal problems. What are the most stressful parts of your job? SECTION D Your answers to the following questions will help me to under· stand how you handle problems or changes at work.
9 How do you solve technical, physical, emOtional, or interper· sonal problems at work' SECTION E
The following questions relate to other people's views of how you are doing your work and how satisfied you are with your work. diViding the historical information into time segments during which the level of functioning was consistent. Time segment ratings are recorded at the appropriate points on a time· line representing the entire period under study and are also combined in a weighted average to proVide an overall performance rating for each role during the entire period. The length of the overall period may vary according to the needs of a particular study or individual case.
The rating system thus prOVides an overall score, as well as a summary of the range of best and worst functioning and the frequency of change in level of performance. In addition, a primary role score can be calculated as a more objective summary of role performance information. The score is made up of work, education, and home management when applicable. For example, Figure 1 shows an individual's work functioning over a period of 5 months. Performance was marginal on the average (overall score = 3), with a range from adequate (score = 2) at best to limited (score = 4) at worst, and with a moderate number of changes (three) Anecdotal material can be added to describe the patterns and content of each patient's role and performance skills.
Figure 2 presents a sample of the RAPS subscale scores of Me B, a 37-year-old, divorced, white male admitted for his third psychiatric hospitalization in 3 years. His diagnosis was manic depression-manic episode on the DSM-III Axis I and fair functioning on 
2
(-Low) Reliable work performance, but with occasional difficulties in 1 or 2 areas of functioning, e.g., quality, speed, accuracy, or organization of work, or interpersonal relationships on the job. These difficulties are minor, and subjeCt is doing well at work.
Able to maimain work, but with signs of impairmem in quality, speed, accuracy, organization, or interpersonal relationships on the job. These difficulties may be annoying, but subject is not on notice or probation. Performance may have decreased from a previous higher level. Subject may be doing well at a slightly modified or less stressful job.
(+High) 4 (-Low) Work performance is not good. Subject may be under the threat of being fired or on probation. Work has been modified to fit impair· ments or subjeCt is being "tolerated" because of long service or a special talent. Subject may be haVing frequent or major difficulties with work performance, e.g., noneffective, overly meticulous work habits, frequent argumemative exchanges with co·workers, or inaccurate work.
Subject is not working under normal work expectations. May be minimally involved with work that makes a great deal of allowance for impairment, e.g., work at home or on unusual jobs.
Essentially cannot function in role.
the Axis V-4. He showed symptoms of erotomania, lability of mood, positive ideas of reference, and paranoid ideation Prior to his first hospitalization he had been working effectively as a vice president in a personnel agency, but since then had taken lesser positions as a personnel consultant or secretarial assistant. Lack of confidence in work performance, hyperactive disorganization, and paranoid ideation relating to co-workers and supervisors interfered with his work concentration and sustained employment. Work performance during the previous 18 months was rated no higher than 3; long periods of unemployment show up as ratings of 6. In contrast, self· management, home management, and weekly social relationships with five close friends were at a higher level, with scores ranging from 2 to 3-. Me B's scores suggested the need for further evaluation and treatment of current work performance because this was the role most seriously impaired for the longest period of time. The resulting information was used to counsel the patient on realistic goal setting, to refer him to a prevocational treatment program in which early intervention would focus on cognitive and interpersonal components of work, and to collaborate with the treatment team in planning for longer term treatment after discharge. Establishing priorities for short-and long-term treatment goals is an essential, but often difficult, task in acute care settings, and the RAPS can facilitate this process. Note that this case study also illustrates how the RAPS documents the wide range of levels of functioning characteristic of many manic-depressive patients over an extended period of time Such information has important research implications.
Standardization of the RAPS
Interrater reliability was tested across two pairs of raters over 30 subjects for the RAPS interview and scoring system_ Validity was tested in three ways: (a) review by experts in the field of occupational therapy, (b) tests of discrimination between two psychiatric diagnostic groups, and (c) comparison with other standardized measures of social role functioning.
Methods

Subjects
The sample consisted of 30 psychiatric inpatients from the Payne Whitney Clinic, New York HospitalCornell Medical Center. Fifteen subjects were drawn from each of two DSM-III diagnostic groups: schizophreniC and schizophreniform disorders (Group 1) and major affective disorders (Group 2) Table 3 summarizes the demographic data for the two groups: Group 1 was younger, was racially mixed, contained more males, and was of lower socioeconomic status. These differences suggest caution in comparing the two groups. Because some subjects did not have involvement in all role areas, there were too few observations for adequate interpretation of four subscales: Education (n = 10), Mate Relationship (n = 8), Parenting (n = 6), and Rehabilitation Treatment Settings (n = 8). Results for these areas are not discussed further. 
Measure of Reliability
Intraclass correlation (the ratio of controlled variation to total variation across four raters) was selected as the method of estimating the reliability of the RAPS because it is a more conservative estimate of reliability than the Pearson correlation coefficient (Kerlinger, 1964; Nunnally, 1978) In order to assess interrater reliability, the RAPS was administered to each subject at two separate times not more than a week apart. At each time, two experienced occupational therapists independently rated the subject; one therapist served as the main interviewer and the other as an observer. Data were gathered for the 18 months prior to admission. In most cases the semistructured inter- (1979) view, a self-report questionnaire, and medical records provided the information. Four subjects were unable to complete the questionnaire and three were unable to tolerate a semistructured interview; nonetheless, these subjects were included to test interrater reliability under the difficult circumstances that characterize an inpatient population. Family members were available for information in only three cases.
Measures of Validity
Independent experts in the field of occupational therapy reviewed the RAPS interview questions and operational definitions to determine the extent to which the instrument refleers the roles being measured and is relevant to occupational therapy. As a result of the experts' comments greater emphasis was placed on the activity requirements, rather than the affective components, of each role. The scale's ability to discriminate between different patterns of role functioning in the two diagnostic groups served as another test of validity. Finally, because scales that measure similar constructs should correlate moderately well (Cronbach, 1970; Nunnally, 1978) , correlations between scores on the RAPS and on several accepted standardized measures of social functioning were examined. Table 4 de· scribes the RAPS and these other instruments, which were administered and scored separately from the RAPS interviews. The principal investigator (Level of Functioning Scale, SAS-II, KAS-Form R2) and the hospital psychotherapist (Global Assessment Scale, DSM-II!) scored these instruments in varying order to control for possible order effects.
Results
Interrater Reliability
Two methods of calculating each subject's total score were used: (a) taking the unweighted average of the primary role score (weighted average of work, education, or home management in order of importance) and the remaining nine roles and (b) taking a weighted average giving more weight to the primary role score. The intraclass correlation coefficients for all subscales were high (>82), as shown in Table 5 . Correlations for the primary role and both weighted and unweighted total scores were all .98.
Although raters were instructed nor to share scoring decisions while rating subjects, they did some· times discuss a case after completing the evaluation, and this practice may have slightly inflated reliability because raters learned about each others' rating habits. Analysis of correlations between all pairs of raters, however, showed that the scores given by raters who evaluated the same interview were only slightly more correlated than the scores given by raters working from different interviews.
Group 1 (schimphrenic and schizophreniform disorders) and Group 2 (major affective disorders) were compared on individual subscale scores, primary role scores, and total scores For the analysis, t tests were used on tbe mean ratings of the four raters for the subscale comparisons and on primary role scores separately for each rater. Based on commonly acknOWledged patterns characteristic of each illness, Group 2 would be expected to perform at a higher functional level on the average than Group 1. As shown in Table 6 , the two groups were differentiated in the predicted direction on all subscales, and the differences were statistically significant for all subscales for which there were adequate observations except for the Hygiene and Appearance subscale. The Hygiene and Appearance su bscale may req uire clearer or expanded operational definitions. Or perhaps this role does not differentiate the two diagnostic groups, although Group 2 did reach a significantly hetter "best" level of functioning during the study period.
An additional prediction was that the RAPS could distingUish between groups with respect to best and worst levels of functioning. The two groups were, in fact, differentiated in the predicted direction for best level of functioning. For lowest level of functioning, however, only the Work, Social Relationships, Health Care, and Rehabilitation Treatment Settings subscales differentiated the two groups. The lack of uiscrimi· nation on the other subscales is explained by the fact that all patients in both groups had been recently admitted to the hospital. For almost all patients the period of lowest functioning is immediately prior to admission, and for these two patient groups this level should be uniformly low. The inability of the RAPS lowest level of functioning score, which in essence is a point-in·time score, to differentiate Group 1 from Group 2 on most subscales illustrates the weakness of point-in-time instruments during periods of acute illness (Strauss, Hafez, Lieberman, & Harding, 1985) .
Correlation With Established Scales
Correlation of the RAPS with SAS-II The Social Adjustment Scale-II (Weissman, 1981 ) is a structured interview in which each question is rated individually. Because the SAS-II deals with functioning during the 2 months prior to the interview, the mean of tbe previous 2 months' ratings on each RAPS subscale was correlated with the score on the corresponding subscale of the SAS-II tbe RAPS measures level of role functioning, final week RAPS scores should correlate with GAS scores, tiona I definitions of the RAPS Hygiene and Appearbut not so highly as with scores on other instruments ance subscale is needed.
because of the inclusion of symptoms in the GAS
Correlation of the RAPS with the}(AS (Form R2).
ratings. The Pearson product· moment correlations beThe Katz Adjustment Scale (Katz & Lyerly, 1963) tween the GAS scores and the final week RAPS sub- scale scores are given in Table 8 . Of the subscales with adequate sample size, all were moderately correlated with the GAS except for the Leisure Activities and Self-Management subscales, for which the RAPS operational definitions are very different from the global definitions of the GAS. All correlations were in the predicted direction, and not so high as those with the SAS-II and KAS. , 1980) provides a global estimate of best level of functioning during the year prior to the current episode. Axis V ratings were compared with the highest level of functioning during the RAPS study period for all RAPS subscales. Significant correlations (p < .01) were found for the Work, Home Management, Family Relationships, Social Relationships, Leisure Activities, and Self-Management subscales of the RAPS (Table  9 ). In addition, the best levels of functioning on the Health Care and Hygiene subscales showed lower but significant correlations with Axis V ratings. These correlations would probably have been higher if the RAPS evaluation period (18 months) had been identical to the DSM-III period (12 months).
Correlation of the RAPS With the DSM-III Axis V
Correlation of the RAPS With the Levels of Functioning Scale. The RAPS was compared with the Leve Is of Fu nctioning Scale (LFS) (Carpenter et ai., 1981; Strauss & Carpenter, 1977) , a briefer, less detailed measure of prehospital level of functioning. The LFS 
Discussion
The RAPS proVides a structured, in-depth method for gathering historical information on functioning in a No/e. RAPS = Role Activity Performance Scale.
variety of roles. It has twO features unavailable in other instruments, both of which are necessary for thorough clinical and research evaluations of patients with chronic and recurrent illness: First, the RAPS is designed to cover a longer time period than most scales, giving a more meaningful picture of functioning in such patients and allowing for study of extended periods of time Strauss et al. (1985) recently discussed the need for increased information on the evolution of psychiatric disorders. Second, the RAPS offers a flexible time segment rating system that can describe and quantify the varying levels of functioning typical of many psychiatric patients, allowing for documentation of periods of higher and lower functioning. RAPS scores were positively correlated with scores on the other psychosocial evaluation measures during comparable time periods, lending support to the use of time segment scoring. The major disadvantages of the RAPS appear to be its complex scoring system and the amount of time necessary to gather historical information from whatever sources are available. Both of these d iffjculties seem less important than collecting accurate and specific data. The scoring system becomes easier with familiarity. In addition, a simplified method is under consideration. Although time pressure in most clinical centers tends to discourage in-depth interviews, valuable and relevant data that can facilitate treatment and discharge planning are often lost if adequate time is not taken to gather information. This is valid for both short-term and longer stays. The RAPS is responsive to the need to become more skilled in determining and applying outcome criteria that are measurable and explainable.
This analysis showed the RAPS to be a reliable instrument, at least for the two diagnostic groups studied. The structured nature of the interview and the precision of the operational definitions clearly contribute to interrater reliability. But it is also possible that over the length of the evaluation period (18 months), some averaging of rater error occurred. The reliability coefficients were computed using average scores for each patient for each rater over the 18 months, and any differences in a particular time segment may have been balanced by opposite differences in another time segment. Another possible limitation of this evaluation of reliability is that the subjects were generally homogeneous with regard to level of functioning within each diagnostic group. A more diverse sample would proVide a more stringent and complete test of all the operational definitions for the range of scores on the subscales.
The RAPS effectively discriminated between schizophrenics and patients with major affective disorders. The ability of the scale to differentiate between these two groups in the predicted manner supports its validity as a measure of functioning. Further evidence of val idity is that the RAPS subscale and total scores correlated with appropriate scores on accepted instruments.
Conclusion
Interest in the functional outcome of treatment is not limited to psychiatry. Health care planners are currently predicting significant changes in all areas of practice, as the concept of "successful treatment" extends beyond the reduction of pathology and symptoms to the individual's ability to function socially and economically (Tarlov, 1983) .
A preliminary analysis with a sample of 30 psychiatric inpatients has indicated that the RAPS is a reliable and valid instrument, suitable for a range of clinical and research tasks that are responSive to the needs of patients, the assessment of occupational therapy practice, and emerging trends in the health care system.
